— SURVEY* proved that dental x-ray is 
no longer optional. The ‘‘Man in the 
Street’ knows its importance—realizes its 
necessity. 

Your problem, then, is not ‘Shall I provide 
x-ray facilities?’’ Instead it is ‘‘Which unit 
shall I buy?’’ Why not be guided in your choice 
by dentists—14,000 of them—who have de- 
cided on the CDX for these reasons: 

You can ‘‘aim’’ the CDX without being 
hidden from the patient. Tube current is auto- 


General Electric X-Ray Corporation 
2012 Jackson Blvd., Chicago, 


Please send me complete information on the G-E CDX 


Dental X-Ray Unit. 


matically held on an ‘‘even keel’’ by the 
Kearsley stabilizer—no need to worry about 
line voltage variations spoiling your radio- 
graphs. The ‘‘finger-tip’’ flexibility of the 
CDX enables you to place the patient in a 
comfortable upright position and take all 
intra-oral radiographs, without moving the 
patient. Oil-immersion of the tube and trans- 
former insures 100% electrical safety, opera- 
tion unaffected by climatic conditions, and 
longer tube life. The added income that results 
from the discovery of hidden pathology will 
in most cases pay for the CDX. 


Don't delay your investigation of the easy to-own, 
practice-building CDX. Fill in and mail the 
coupon today. There zs no obligation. 


*Dental Digest, January, 1937 
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The Education of the Dental Patient’ 


THE COLLAPSED FACE 


THE NORMAL FACE 


Cheek 


Teeth in Position 


Tongue 


THE COLLAPSED FACE ~. | 


Cheek Sunken 
Teeth Lost 
Tongue Enlarged 


Result: Appearance changed; cheeks sunken; lines in “‘colla 
speech difficult from enlarged tongue. 

Prevention and Treatment: Immediate or early construction of der 
after loss of teeth. 


*This is the tenth chart in the third series of charts intended for the use of the dentist in explaining important dental conditions to his 
patients. The first and second series of charts have heen published in bound form. 
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General Anesthesia in Dental Surgery: 


New Anesthetic Agents 


L. F. ANDERSON, M. D., Buffalo, New York 


WITHIN THE LAST few years there have 
come into general use by trained an- 
esthetists several new anesthetic 
drugs—cyclopropane, vinethene, and 
the barbiturates; a new anesthetic 
technique—the carbon dioxide ab- 
sorption technique; and new anes- 


Fig. 1 (upper left )}—Instrument tray. 


Fig. 2 (upper right )—Anesthetic apparatus. 


thetic apparatus—the metric gas ma- 
chine with the to-and-fro or the cir- 
cular filter. These additions to the 
armamentarium of the anesthetist 
have enabled not only general sur- 
geons, but dental surgeons as well to 
do better, unhurried, and more com- 


plete surgery. Definite percentages of 
gases can be given with more safety 
to the patient and with less expense. 
These improvements in the field of 
anesthesia have been brought about 
by the close cooperation existing be- 
tween laboratory workers, pharma- 


Fig. 3 (lower left)—Instruments:for intrapharyngeal and intra- 


tracheal anesthesia. 


Fig. 4 (lower right )}—Induction of anesthesia with face mask. 
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ation Report, has held this to be 
important. 

From a standpoint of interest when 
ene follows the progress of dental 
operations, one sees the technique 
and success improving in an increas- 
ing degree, dependent, to a great ex- 
tent, on the efficiency of anesthesia. 
For the minor dental operations, local 
anesthesia or nitrous oxide are still 
the anesthetic agents of choice; but 
in this article the major dental oper- 
ations, the uncooperative patient, and 
the patient in poor general health for 
whom dental surgery is imperative 
are to be considered. 


Indications for General 

Anesthesia 

The indications for general anes- 
thesia are: 

1. Extensive dental operations in- 
volving both jaws. 

2. Operations on acutely infected 
areas in the mouth in which local an- 
esthesia is contra-indicated, espe- 
cially in cases of abscesses and osteo- 
myelitis. 

3. Patients who have a suscepti- 
bility to procaine poisoning. 

4. Nervous patients, especially 
those with increased metabolic rate, 
as in hyperthyroidism. 

5. Nervous and uncooperative pa- 
tients, especially children. 

6. Patients with mechanical or 
pathologic respiratory difficulties in 
which cases local anesthesia cannot 
be given. 

7. Large and inaccessible bone 
tumors and cysts, impacted teeth, and 
extensive alveolectomies. 


Value of Hospitalization 


Hospitalization of the patient for 
the major dental operations is of 
value. The necessary laboratory work 
can be done; sufficient and compe- 
tent help are at hand; aseptic tech- 
niques can be better carried out; hos- 
pital clothing is worn by the patient 
during the operation and recovery 
from anesthesia; a hospital bed is at 
hand during recovery, and the pa- 
tient is watched by trained attend- 
ants. When the patient is sent home 
he is not partly anesthetized, nau- 
seated, and perspiring, but is fully 
recoverc:1 from anesthesia; bleeding 
has stoned; no nausea or perspira- 
tion is resent, and he is in his own 


dry clothing. These safety precautions 
essentially insure him against colds 
and pneumonia. Hospitals are willing 
and anxious to cooperate with den- 
tists. In the Millard Fillmore Hospital 
at Buffalo, New York, we have a flat 
rate of five dollars, which covers the 
use of the operating room, gases used, 
and a bed in the ward for recovery. 
This has been found helpful by some 
of our leading dentists. Also, the pro- 
fessional standing of the dentist will 
be augmented by such a hospital as- 
sociation. At the hospital a patient 
of the highly nervous type, or chil- 
dren, can be given an avertin enema 
in the room of the patient, causing 
unconsciousness to occur without the 
sight of the operating room, gowned 
hospital personnel, or instruments. 
Such a technique is used by Mead 
and Chipman.! 


Consideration of Avertin 

There are disadvantages to avertin; 
(1) Recovery is delayed, sometimes 
from eight to ten hours; (2) the jaw 
and throat are relaxed for a compar- 
atively long time, so that pus, blood, 
and mucus may be aspirated into the 
lungs; (3) longer nursing care before 
and after the operation is necessary 
to which many hospitals object. 

If avertin is given, it should be de- 
toxified according to the technique of 
Doctor Paul Wood, by giving large 
doses of coramine or metrazol as soon 
as the operation is completed. This 
will materially shorten the recovery 
time from avertin anesthesia. 


Cyclopropane Preferred 

Cyclopropane seems to have ad- 
vantages over avertin-nitrous oxide 
anesthesia; also it has advantages 
possessed by no other anesthetic 
agent now in use. With the carbon- 
dioxide absorption technique, it seems 
to be nearly ideal for most cases in 
which general anesthesia is indicated. 


Effect of Carbon Dioxide 

It has long been known that car- 
bon dioxide plays an important part 
in respiration; that an increase in 
carbon dioxide percentage in the air 
breathed will increase the tidal air 
and depth of respiration (hyperp- 


iMead, S. V. and Chipman, C. N.: Avertin- 
Nitrous Oxide-Oxygen Anesthesia in Dental 
Surgery, Anesth. & Analg. 15:4 (July-August) 
1936. 


nea), and that diminution of carbon 
dioxide will decrease the tidal air and 
make the respiration shallower 
(hypopnea). This diminution of 
carbon dioxide sometimes results in 
apnea or acapnea. It has also been 
known that if one uses a closed 
method of anesthesia, an excess of 
carbon dioxide will be developed in 
the anesthetic machine with resultant 
overbreathing, perspiration, exhaus- 
tion, and loss of body fluids. 


Carbon Dioxide Absorption 

Technique 

It remained for Professor Jackson 
of Cincinnati University and other 
research workers to evolve the theory 
that the amount of anesthetic agent 
necessary to produce full anesthesia 
was essentially enough to carry an 
operation to its completion. The only 
difficulty was to get rid of the excess 
expired carbon dioxide. Accordingly, 
as soda lime will absorb carbon diox- 
ide, a canister of this chemical agent 
was placed in the anesthetic equip- 
ment, so that the expired air would 
pass through this chemical and thus 
result in the anesthetic agent being 
breathed again and again, only 
having to supply the metabolic rate 
of oxygen consumption which is about 
400 cc. per minute. Thus the use of 
cyclopropane, which is an expensive 
gas, was brought into common use for 
every class of patient, rich or poor. 

‘The advantages of the carbon diox- 
ide absorption technique are: 

1. Respirations are quieter and 
shallower. 

2. Perspiration is greatl} lessened, 
eliminating loss of body fluids. 

3. Body heat is retained by both the 
rebreathing of the expired air, and 
also the chemical action of the soda 
lime on the expired carbon dioxide 
which generates a small amount of 
heat. 

4. The dangers of lung complica- 
tions are lessened. 

5. Circulatory disturbances and 
shock are infrequent. 

6. Explosions are virtually impos- 
sible from static electricity owing to 
the increased humidity in the closed 
system of the anesthetic machine. 

7. The need for postoperative sup- 
ply of fluids, such as Murphy-drip, 
intravenous saline and_ glucose, 
and subcutaneous saline solution, is 
greatly lessened. 
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Fig. 9—Insertion of mouth pack. 


8. Less anesthetic agent is used, 
thereby greatly decreasing the cost 
of gas per anesthetic. My last survey 
showed a cost of thirty-five cents per 
operation for anesthetic materials, 
which compares favorably with the 
cost of ether by the drop method on 
an open mask. 


Cyclopropane2 


History — Cyclopropane, a_ gas 
known since 1882, was discovered by 
Freund. In 1929 Lucas and Henderson 
of Toronto, Canada, produced it ona 
commercial scale. In 1932 Doctor 
Ralph Waters of Madison, Wisconsin, 
began to employ it and laid down the 
rules and technique for its use. In 
cooperation with leading anesthetists 
all over the United States, its use has 
exceeded 100,000 cases and numerous 
reports have been issued in the med- 
ical journals and at the Congresses 


°Grifith, H. R.: Cyclopropane Anesthesia, 


Canada M. A on 3:157-160 (August) 1934. 


Knight, R. Cyclopropane Anesthesia in 
Obstetrics, Pan oy & Analg. 15:63-66 (March- 
April) 1936. 


Raginsky, B. B. and Bourne, Wesley: Effects 
of Cyclopropane on Normal and Impaired 
ooeee Canada M. A. J. 31:500-501 (November) 
1934. 


Romberger, F. T.: Signs and Phases of Cyclo- 
propane Anesthesia, Anesth. & Analg. 14:65-68 
(March-April) 1935. 


Shackell, L. F. and Blumenthal, R. R.: Gas- 
eous Anesthetics; Effects of Cyclopropane on 
Healthy and Tubercular Rhesus Monkey, 
—— & Analg. 13:133-142 (July-August) 


Waters, R. M. and Schmidt, E. : Cyclopro- 
pane Anesthesia, J. A. M. ac 103 :975-983 
(September 29) 1934. 
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of Anesthetists of the International 
Anesthesia Research Society. 

Description—This gas is a simple 
cyclic hydrocarbon (trimethelene) 
prepared by reducing an alcoholic so- 
lution of trimethelene bromide in the 
presence of metallic zinc. It is color- 
less; has a mildly pungent and 
sweet odor; it has a density of 1.46; 
it does not deteriorate in storage. It 
is somewhat explosive, but no more 
so than drop ether, nitrous oxide- 
oxygen-ether or ethelene-oxygen. 

Precautions—Buchman and Ward- 
ell make the following recommenda- 
tions for safety in its use: 

1. Increase the relative humidity 
of the surgery to 54 per cent or 
greater. 

2. Determine relative humidity and 
record readings at regular intervals. 

3. Insure proper humidification 
within the anesthetic equipment. 

4. Do not permit open flames, smok- 
ing, or the use of high frequency 
equipment and electrical cauteries 
near the anesthetic apparatus. 

Phases of Cyclopropane Anesthesia 
—Doctor Floyd Romberger? of La- 
fayette, Indiana, states that to ac- 
cept the same standards in the stages 
of anesthesia with cyclopropane as 
with the more slowly acting anes- 
thetics is erroneous, and he divides 
cyclopropane anesthesia into three 


8See footnote 2, fourth reference. 


Fig. 10—Mouth pack inserted. 


Stages: (1) induction, (2) moderate 
anesthesia, and (3) deep anesthesia. 

Phase 1—When the lid reflex dis- 
appears, pain sensation disappears 
and light anesthesia begins. 

Phase 2—When the oscillation of 
the eyeball becomes less, to the point 
of cessation and central fixation, 
really deep anesthesia begins. 

Phase 3—With a properly fitted 
mask, watch the breathing bag. As 
the anesthesia deepens, the respira- 
tory excursion becomes less and less 
until it finally ceases. At this point 
under a proper technique, the patient 
is still pink and the pulse is usually 
unaffected. Respiratory paralysis oc- 
curs an appreciably measured length 
of time before obliterative narcosis is 
reached. On increasing the oxygen, 
respiration is resumed spontaneously. 
It is never necessary or desirable to 
carry a patient to the stage of res- 
piratory arrest even though no great 
danger exists in so doing. 

Advantages of Cyclopropane—The 
advantages of cyclopropane anes- 
thesia are: 

1. Induction is not accompanied by 
a feeling of suffocation, ringing in 
the ears, and falling sensation as in 
nitrous oxide-oxygen anesthesia. The 
odor is not disagreeable. 

2. There is no oxygen want. Cyclo- 
propane is given in about a 15 per 
cent concentration with 85 per cent 
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of oxygen. We do not give just enough 
oxygen to keep the patient alive as 
with nitrous oxide-oxygen anesthe- 
gia; but, on the other hand, only 
enough cyclopropane is given to pro- 


duce anesthesia, allowing a far . 


greater amount of safety and elimi- 
nating the dangers caused by anox- 
emia. 

3. It is not a circulatory depressant 
in therapeutic dosage. When lethal 
doses are given, the respiratory de- 
pression is predominant. 

4. Respirations are not labored; 
but on the other hand, quiet and shal- 
low, thus facilitating upper abdom- 
inal operations and chest surgery. 

5. The lethal dose is at least twice 
the anesthetic dose. Shackell and 
Blumenthal made some interesting 
experiments with rhesus monkeys 
and established the facts concerning 
lethal dosage. 

Disadvantages of Cyclopropane— 
The disadvantages of cyclopropane 
anesthesia are: 

1. It is a potent agent, and should 
only be used by qualified anesthetists. 

2. The respiratory depression symp- 
toms are masked if cyanosis is con- 
sidered, as cyclopropane patients are 
always pink; however, breathing may 
be suspended for some time without 
harm. Artificial respiration, oxygen, 
or carbon dioxide-oxygen quickly 
bring the patient back to normal. 

3. Some surgeons believe that there 
is more bleeding when this agent is 
used. 

4. At present it is slightly costlier 
than other anesthetics; but when the 
relatively small amount of the drug 
is considered, the cost is not appre- 
Clably greater. 

Conclusions about Cyclopropane— 
We may reasonably say that in cy- 
clopropane we have an anesthetic 
agent that is relatively safer than the 
agents now commonly used; induction 
is easier; complications are less fre- 
quently encountered; recovery from 
anesthesia is better; and psychic 
shock is eliminated to a great degree. 
We must, however, guard against this 
agent being placed in the hands of 
others than experienced anesthetists 
on account of its potency. The dangers 
of explosions must be considered and 
guarde:! against, and careful records 
kept of complications and mortality. 


‘See Footnote 2, fifth reference. 


If these precautions are used, cyclo- 
propane should gain in favor and its 
use become general. 


Vinethene5 


History—Vinyl ether is another 
anesthetic agent that has gained wide 
popularity and has been extensively 
studied by prominent physician an- 
esthetists and research workers. C. D. 
Leake, and Major and Ruigh showed 
it to have advantages. On account of 
its volatility and its deterioration 
when exposed to light and air, 3.5 per 
cent absolute alcohol was added, and 
this drug was marketed under the 
trade name of “Vinethene.” 

Description—It is a clear liquid, 
colorless, possessing a slight garlicky 
odor. Like cyclopropane, it is inflam- 
mable. Decomposition takes place 
rapidly on exposure to light and air. 
The unused contents of a bottle 
should be discarded. When marketed 
it has a date stamped on the con- 
tainer, after which it should not be 
used. The ratio of the anesthetic dose 
to the lethal dose is as 1 to 2.4. For 
ethyl ether the ratio is as 1 to 1.5; 
therefore, it appears that vinethene 
is somewhat safer than ether. Relax- 
ation takes place rapidly and recovery 
is somewhat like recovery from ni- 
trous oxide-oxygen anesthesia with 
rarely any nausea or vomiting. Ex- 
periments tend to show that there is 
less loss of muscle tone in involuntary 
muscles when vinethene or cyclopro- 
pane is used, thus favoring the use 
of either of these in obstetrics and 
preventing surgical shock by vasodi- 
latation. It can be used on an open 
mask by the drop method or in an 
anesthetic machine with oxygen. 

Advantages of Vinethene—The ad- 
vantages that have been reported are: 

1. Simplicity of administration. 

2. Quick, smooth induction, and 
rapid recovery. 

3. It affords rapid and adequate re- 
laxation. 

4. There is rarely nausea or vomit- 
ing postoperatively. 

5. It is rapidly eliminated and be- 
cause of its volatility, it is controll- 
able. 

6. There is little laryngospasm or 
coughing. 

7. A change can be made to ether 


SMarvin, F. W.: Clinical Use of Vinethene, 
Anesth. & Analg. 14:257-262 (November-De- 
cember) 1935. 


maintenance after induction with 
vinethene. 

Disadvantages of Vinethene—The 
disadvantages are: 

1. There may be an increase of 
saliva. 

2. On account of its potency, a 
smooth anesthesia for long cases is 
difficult to maintain without the use 
of a delicate control mechanism for 
dosage. This can be had in metric 
anesthetic machines now on the mar- 
ket by flowing oxygen over or through 
vinethene. 

3. Chemical changes occur when 
exposed to light or air. Unused vine- 
thene should be discarded. 

4. In warm climates it volatilizes 
too rapidly. It should be kept out of 
the sun and away from radiators in 
the operating room. 

5. It should not be used where there 
is liver disease or lung disease, or on 
an open mask in long operations; 
however, Wesley Bourne and Sparling 
of McGill University state that vine- 
thene shows little harm to the liver. 

Special Uses for Vinethene—Spe- 
cial uses are dental surgery, reduc- 
tion of fractures, minor surgery, and 
obstetrical cases, especially in the 
home when a cumbersome anesthetic 
machine cannot be had or in the 
country when all that is needed for 
vinethene anesthesia is an open mask 
and this anesthetic agent. 


The Barbiturates® 


The barbiturates as a group have 
had a great deal of attention from re- 
search workers and clinicians. Nu- 
merous men have thought that even- 
tually the ideal anesthetic would be 
injected intravenously; the patient go 
to sleep in his room and wake up some 
time after the operation back in his 
bed. He would be spared the psychic 
shock of being taken to the operating 
room with its disagreeable effects, 
such as the sight of gowned operat- 
ing room personnel, odors, instru- 
ments, clinic conversation. 

The search for an ideal intravenous 
anesthetic has been intensive. A few 
of the drugs on the market should be 
mentioned: sodium amytal, nem- 
butal, pernoston, sodium alurate, 
evipal, pentothal sodium. These few 
examples of barbiturates all have 


®Coryllos, P. N. and Bass, 8.: Evipal 
thesia 


: Anes- 
in Thoracoplasties, Anesth. & Analg. 
15:66-71 (March-April) 1936. 
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Fig. 11 (upper left )—Extractions. 


Fig. 12 (upper right )—Insertion of intratracheal tube. 


some of the same advantages and dis- 
advantages. With sodium evipal and 
pentothal sodium, the duration of an- 
esthesia is considerably lessened. 
These last two drugs have attained 
a wide popularity for intravenous use. 

Advantages of Barbiturates—1. In- 
duction takes place in bed. The only 
sensation is that of the needle punc- 
ture. The patient is asked to count 
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Fig. 13 (lower left )}—Tracheal tube inserted. 


while the injection is being made and 
falls asleep quickly with no disagree- 
able sensations. 

2. Respirations are quiet and shal- 


3. Less bleeding is encountered. 

4. Postoperative vomiting rarely 
takes place. 

5. Postoperative sleep from which 
the patient awakens as from a nat- 


Fig. 14 (lower right )—Complete operating room set-up. 


ural sleep occurs but is variable in 
duration. 

Disadvantages of Barbiturates—1. 
The dosage is variable. Some patients 
cannot be put to sleep with a bar- 
biturate safely. 

2. A marked fall in blood pressure 
is frequently encountered, sometimes 
becoming dangerous. 

3. Respiratory obstruction may 
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a fake place as a result of an early re- 


jaxation of the tongue and jaws. An 
airway should always be on hand. 

4. The pulse may become imper- 
ceptible. 

5. Restlessness sometimes resem- 
pling delirium and requiring restraint 
at times occurs. 

6. The period of postoperative sleep 
may be prolonged and may resemble 
a uremic or diabetic coma. 

It will thus be seen that any intra- 
yenous or rectal anesthetic that has 
as one of its characteristics a pro- 
jonged postoperative sleep will re- 
guire special attention as to pulse, 
maintenance of the airway, color, po- 
sition, the placing of hot water bot- 
tles, and taking care that the patient 
is not left alone, as they have been 
known to get out of bed and cause in- 
juries to themselves while still 
unconscious. Stimulants, especially 
ephedrine, coramine and metrazol 
should be kept handy. 


| Technique for Dental 
General Anesthesia 


In dental general anesthesia our 
method of choice is the introduction 
of intrapharyngeal or intratracheal 
tubes through the nose. 

1. Induction of anesthesia is accom- 
plished by the face mask method with 
a 15 per cent concentration of cyclo- 
propane and 85 per cent oxygen, to 
which a small amount of vinethene 
or ether may be added if relaxation 
is not easily had. 

2. When the eyeballs have ceased 
oscillating, the face mask is removed 
and the nasal tubes, which have pre- 
viously been well lubricated with 
white vaseline, are inserted. 

3. These are then connected to the 
anesthetic apparatus with our spe- 
cial attachment. | 

These nasal tubes should be as large 
as the nasal passages will accommo- 
date. Also, the tube leading to the 
anesthetic machine should be approx- 
imately the size of the trachea, so 
that no diminution of respiratory 
Volume takes place, which might 
favor atelectasis. The length of the 
nasal tubes should be about 514 inches 
or long cnough to reach into the naso- 
pharyn: and make virtually a con- 
tinuous airway to the larynx, thus 
elimina ing the nasal and oral pas- 
sages, 


4. The mouth pack should next be 
inserted. There are a few points to 
be observed when placing this pack: 

a. The tongue should not be shoved 
back by the packs, rather the sur- 
geon should pack toward the roof 
of the mouth and back, thus allowing 
the tongue to be kept forward. 

b. Large enough packs should be 
used to shut off completely all air sup- 
ply through the mouth. Small packs 
may get into the esophagus or far 
back into the pharynx and be diffi- 
cult to recover. 

c. When this mouth pack is prop- 
erly inserted, a closed-system of an- 
esthesia is had, which is the easiest 
to control. 

d. This will also prevent dental 
restorations, pieces of teeth, blood, 
pus, and mucus from entering the 
lungs. Many lung abscesses and other 
pulmonary complications have been 
caused by inattention to the mouth 
pack. 

e. With these tubes and packs prop- 
erly in place, a continuous airway to 
the larynx is assured. We are not 
continually confronted with patients 
who become cyanosed, with pupils di- 
lated, pulse slow, and respirations 
stopped, which was a common occur- 
rence when nitrous oxide-oxygen was 
used for major cases without special 
attention to the airway. Slight pres- 
sure on the lower jaw or flexion of the 
neck has caused many cases of serious 
cyanosis. The greater margin of 
safety with cyclopropane has elimi- 
nated many causes for apprehension 
as to the condition of the patient. 

f. Care must also be taken when 
opening the mouth gag so that no 
injury to the gums, teeth, or mouth 
may be caused. 

g. A motor-driven suction appar- 
atus is essential to good work, facili- 
tating better visibility through the 
removal of all blood, pus, and mucus. 

5. Our patients are generally op- 
erated on in the prone or semi-prone 
position. Work may be done in the 
sitting position if considered neces- 
sary. 

6. After the insertion of the tubes, 
when anesthesia again reaches Phase 
2 as described by Romberger, drap- 
ing of the patient is done. This can 
completely cover the neck and head, 
leaving only the mouth exposed. The 
anesthetist can be entirely away from 


the field of operation, so that the den- 
tal surgeon can work at the side of 
or at the head of the operating table. 

7. The condition of the patient can 
be accurately checked by the anes- 
thetist by (1) the blood pressure ap- 
paratus which gives pulse and blood 
pressure readings; (2) the breathing 
bag on the anesthetic machine which 
gives respiratory rate, rhythm, and 
volume, It also indicates respiratory 
obstruction if present; and (3) the 
color of the blood in the operative 
field is a guide to the oxygenation of 
blood and warns us if cyanosis from 
any cause exists. 

8. The anesthetist can aid the den- 
tal surgeon by maintaining the head 
of the patient in proper position and 
holding the lower jaw, especially in 
extractions of impacted teeth. All this 
can be done under the drapes and will 
not interfere with the aseptic tech- 
nique. 

Advantages of Method—The dura- 
tion of anesthesia with this method 
is one of its advantages. We have kept 
patients under anesthesia for four 
hours, during which time several ex- 
tractions and restorations or other 
surgery have been done. This is im- 
portant in children as all the teeth 
can be put in good order at one oper- 
ation. By not having to wait at the 
hospital until the patient has entirely 
recovered from anesthesia, the den- © 
tal surgeon can save valuable time. 
The patient is left with competent 
hospital internes and nurses until 
fully recovered from anesthesia. 

Maintenance of Oxygen Supply— 
Probably the most important factor 
in the immediate postoperative care 
of a surgical patient is the mainte- 
nance of an adequate airway so that 
no obstruction to respiration will 
occur. This maintenance of the oxy- 
gen supply to the lungs has not been 
given the consideration it deserves. 

Yandell Henderson’ states: 


Asphyxia is the most frequent and the 
most important of all pathological pro- 
cesses. This is true because respiration— 
the exchange of oxygen and carbon- 
dioxide and the production of energy— 
is the most fundamental process of life. 
Any disturbance of the circulation, any 
alteration of the cells of any tissue al- 
most inevitably involves an alteration of 
the respiratory activity of one or more 


THenderson, Yandell: Fundamentals of As- 
phyxia, J. A. M. A. 101:261-266 (July 22) 1933 
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organs, or of the body as a whole. Evi- 
dently asphyxia is something much 
broader than the acute conditions that 
are being discussed today. It is not only 
carbonmonoxide poisoning, asphyxia of 
the new-born, the effects of hemorrhage 
and anemia, or the state of a patient after 
prolonged anesthesia; it is the state that 
develops in one way or another in the 
majority of all human beings as death 
from disease approaches. Unless one is 
burned alive, the tissues of one’s body 
always die of asphyxia. 

We must, therefore, realize the im- 
portance of maintaining the oxygen 
supply to the lungs and be cognizant 
of the causes of suboxygenation of 
the blood. Numerous authorities have 
stated that at least 65 per cent of all 
postoperative complications are due 
to respiratory difficulties. Cardiac 
complications are far less frequent. 
Any interference with the free pas- 
sage of air into and out of the lungs 
is dangerous and must, if possible, be 
corrected at once. This is too fre- 
quently disregarded by nurses and 
even surgeons. All sorts of hypoder- 
mic injections (digitalis, coramine, 
adrenalin, caffeine) are given when 
the mere proper holding up of the 
jaw or the introduction of a mechan- 
ical airway will at once correct the 
conditions causing the respiratory ob- 
struction. 


Causes of Respiratory 

Obstruction and Suboxy- 

genation 

Several causes of respiratory ob- 
struction and suboxygenation are 
given to illustrate their frequency: 

1. The lips fall in and act as a valve 
in edentulous patients. 

2. The jaw and tongue fall back. 

3. Faulty position of the head, es- 
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pecially flexion of the neck, which 
may be caused by pressure on the 
lower jaw. 

4. Excessive secretion of mucus. 

5. Aspiration of vomitus into the 
lungs. 

6. Laryngospasm or bronshospasm. 

7. Edema of glottis or lungs. 

8. Collection of blood or pus in the 
mouth or throat. 

9. Too tight dressings or gowns 
around the neck or dental mouth 
packs improperly placed. 

10. Splinting of the diaphragm by 
too tight dressings or casts. 

11. Pathologic swellings, such as 
enlarged tonsils and adenoids, nasal 
growths, goiter, cellulitis of the neck, 
abscess of neck, tonsillar abscess. 

12. Disease of the lungs or pleura, 
such as tuberculosis, empyema, pleura 
effusions, fibrosis of the lungs. 

13. Heart disease, such as coronary 
disease, ventricular fibrillation, dila- 
tion of the heart muscle. 

14. Excessive preoperative medica- 
tion causing postoperative respira- 
tory depression. 

15. Paralysis of intercostal muscles 
or diaphragm as in some cases of 
spinal anesthesia. 

16. Extreme fall in blood pressure 
causing circulatory and respiratory 
depression. 

17. Atelectasis§ which must be rec- 
ognized and prompt, efficient treat- 
ment instituted. 


Conclusion 


When a patient is returned from 
the surgery, there is a responsibility 


SCoryllos, P. N., and Birnbaum, G. L.: Studies 
in Pulmonary Gas Absorption in Bronchial 
ee Am. J. M. Sc., March, 1932, pp. 


to guard against respiratory ot struc- 
tion and resultant cyanosis, asp \iyxia, 
anoxemia, atelectasis, surgical shock, 
and collapse. Blood that is not a-rateq 
with oxygen has a dark purpi: tint, 
contrasting with the bright sca. let of 
fully aerated blood. The slight st de- 
viation from normal color deijands 
attention. The surgeon or anesthetist 
should be immediately notified when 
abnormalities exist. In the meantime, 
the finger should be swept around the 
mouth and back into the pharynx to 
remove any obstructing material; the 
tongue should be grasped with gauze 
between the thumb and index finger 
and drawn forward; the position of 
the head altered for easier breathing, 
and a mechanical rubber or metal, 
nasal or pharyngeal airway inserted. 

If vomiting occurs, the nurse must 
never hold the jaw and chin up and 
forward with the mouth closed, but 
should turn the patient’s head to one 
side and raise the opposite shoulder. 
This will allow the vomitus to run out 
of the mouth into a towel or basin 
and so prevent aspiration of foreign 
material into the lungs. There have 
been numerous deaths reported which 
were caused by obstruction of the 
trachea and bronchi with aspirated 
vomitus. The suction power of the 
lungs is remarkably strong. A case 
recently brought to autopsy, revealed 
aspirated vomitus in the smallest 
bronchioles. If persistent vomiting 
occurs, it is well to have a tonsil suc- 
tion machine handy to aid in remov- 
ing the vomitus. 

It is also imperative not to leave a 
patient until consciousness and re- 
flexes are fully restored. 

468 Delaware Avenue. 
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Increased Strength of Amalgam Restorations 


FRANCIS A. BULL, D. D. S., Milwaukee 


It HAS BEEN ESTIMATED that 75 per cent 
of all the restorations placed in teeth 
are amalgam. This material has been 
used for the last hundred years, and 
dentists have reached a high degree of 
skill in the manipulation of silver 
amalgam and in the cavity prepara- 
tion of teeth to be restored with this 
material. The manufacturers and the 
U.S. Bureau of Standards have been 
alert to give the practicing dentist 
a better product with which to work. 
Rigid specifications have been made 
to insure the dentist that the alloy he 
buys has the properties that are now 
considered essential, such as expan- 
sion, quick-setting, and low flow. Cer- 
tainly better amalgam restorations 
are produced today than ever before; 
this does not mean, however, that fur- 
ther effort need not be made to im- 
prove both amalgam and amalgam 
restorations in every scientific man- 
ner possible. 

The dentist is often confused by the 
fact that tests which are used to de- 
termine the standard of amalgam are 
entirely different from the tests given 
to other metals used in the mouth. 
The tests are not the same because 
amalgam does not possess the proper- 
ties of such metals as gold and silver, 
and in a comparative test with these 
metals the results would be detrimen- 
tal to the free use of amalgam. When 
cavities of essentially the same di- 
mensions and subject to the same 
forces are restored with either silver 
amalgam or cast gold, both materials 
must have approximately the same 
physical properties if the two restora- 
tions are to give equal and adequate 
service in the mouth. A properly pre- 
pared cast gold restoration does not 
fracture or chip under the various 
Stresses and forces it is subjected to 
in the mouth. Likewise, if a cast res- 
toration is properly adapted to the 
Margins when it is inserted, it will re- 
main so, barring accidents or recur- 
fence of decay. Amalgam does not 
behave in a like manner. To anyone 


Fig. 1—Strips of silver of various 
and thicknesses. 


in general practice the fracture at the 
neck of a compound amalgam restora- 
tion is a frequent occurrence. The 
shearing off of the cavosurface is 
likewise frequently encountered. The 
phenomenon that often causes the 
margins of an amalgam restoration to 
pull away from the cavity wall is fre- 


Fig. 2—Reinforcing material cut in 
same general shape as cavity, but 
smaller than cavity. 


quently experienced. The causes of the 
failures of amalgam in these restora- 
tions should be studied with a view 
to their correction. 


Transverse Weakness of 
Amalgam 


The chief difference in the strength 
of silver, amalgam, and cast gold lies 
in the transverse or bending strength. 
In a previous report! I showed that 
amalgam in such dimensions as den- 
tists ordinarily use has almost no 
transverse or bending strength. In 
this respect silver amalgam is similar 


_to dental cement. We have all had the 


experience of trying to bend the lead 
used in a lead pencil and found that it 
immediately breaks in two. The same 
thing happens to dental cement or 
silver amalgam when bending or 
transverse pressure is applied to it. 
Cast gold does not behave in this 
manner. That is why gold inlays do 
not fracture at the neck or constricted 
portions of the inlay. Amalgam in the 
dimensions used in restorations can 
easily be fractured by finger pressure; 
naturally, then, it can be fractured in 
the mouth. 

Technicians say that to prevent its 
fracturing in the mouth, the restora- 
tion should be given more bulk by in- 
creasing the dimensions of the cavity 
in the region of the neck of the res- 
toration. This would be fine, if it would 
work; but it does not, for two reasons: 
(1) Even if the cavity dimensions were 
cut twice the size in the region of the 
neck for an amalgam restoration than 
for cast gold, the amalgam restora- 
tion would still be found lacking in 
transverse or bending strength as 
compared with the inlay. In other 
words, the ratio of strength increase 
to the enlarged size of the mass is not 
high enough in either cement or 
amalgam. (2) The wider the neck is 
cut on the occlusal surface of a tooth, 
1Bull, F. A.: Read before the section on Op- 
erative Dentistry at the Seventy-Ninth An- 


nual Session of the American Dental Associa- 
tion at New Orleans, November, 1935. 
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Fig. 3—Preparation of a simple buccal cavity. 


CROSS SECTION 


Fig. 4—Preparation of a simple occlusal cavity. 


CROSS SECTION 


the more difficulty is encountered in 
the direction of the enamel rods in the 
cavity preparation. 


Amalgam Pulls Away from 
Cavity Wall 


In addition to the transverse weak- 
ness of the amalgam restoration, sil- 
ver amalgam in the mouth tends to 
pull away from the cavity wall. This 
is sometimes called, “balling up.” 
Amalgam does not do this at room 
temperature, but in the mouth body 
heat and hot foods and drinks cause 
the amalgam slowly but progressively 
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to pull away from the cavity wall, 
forming high spots or elevations in 
some other part of the mass. It ap- 
pears that the internal stresses pres- 
ent in the amalgam are gradually re- 
leased by the action of heat. More 
than 50 per cent of an amalgam res- 
toration is the liquid element mer- 
cury, and this undoubtedly accounts 
for the peculiar behavior of amalgam 
restorations in the presence of ele- 
vated temperatures. 

Schotts, a metallurgical engineer, 
has done some original research on 
the behavior of amalgam at mouth 


temperaturé:-Axu amalgam, for exam- 
ple, which wi. ow 4per cent at room 
temperature will-flow approximately 
30 per cent at 98 degrees or mouth 
temperature. This is cited to show 
that the behavior of amalgam in the 
mouth is entirely different from its 
behavior in a model or die on a lab- 
oratory bench. 


Objectives in Amalgam 

Improvement 

From the foregoing it will be seen 
that improvements in amalgam res- 
torations must have two main ob- 
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to increase the 


First, 
strength, and second, to eliminate 
the distortion. 


jectives: 


Silver Reinforcement 


From my studies and experiments 
itappears that the proper reinforcing 
amalgam will furnish the necessary 
transverse strength that amalgam 
requires and at the same time elimi- 
nate the objectionable distortion of 
the amalgam. As steel has been found 
tobe the best reinforcing element for 
gnerete, silver has been found to be 
the best reinforcing element for 
gmalgam. A chemical union is ob- 
tained between amalgam and the 
silver reinforcing element which is 
stronger than the mechanical or fric- 
tional bond between concrete and 
steel. The same principles that govern 
the reinforcing of concrete apply to 
amalgam. Naturally the form and 
placement of the reinforcing element 
inamalgam must be governed by the 
size and shape of the cavity. 


Technique 


The technique that has proved 
practical in my hands is as follows: 

1, Sterling silver, purchased from 
any manufacturing jeweler, is rolled 
into various thicknesses from 20/1000 
to 35/1000 of an inch. 

2. Itis then cut into strips of various 
widths from 1 mm. to 5 mm. (Fig. 1). 

The silver is cut into these various 
thicknesses and widths because it is 
easier to fashion the silver plate to 
conform to the cavity outline from 
astrip than from a wide plate of the 
material; moreover, the various thick- 
hesses permit the selection of one that 
will conform to the depth of the cav- 


ity. A thin strip is used for a shallow 


cavity and the thicker »nes for the 
deeper cavities; like .. the wider 
strips are used j- = _ meve extensive 
cavities. 

3. At all times the reinforcing ele- 
ment is cut in the same general shape 
as the base of the cavity but consider- 
ably smaller (Fig. 2). This is necessary 
because the small silver plate or rein- 
forcing element must be tapped into 
the freshly packed amalgam, and un- 
less there is sufficient room for amal- 
gam to flow between the plate and the 
cavity wall the plate could not be 
properly seated. In other words the 
silver reinforcing element resembles 
an inlay that would fill only about half 


Fig. 5—A, 
Plate coex- 
tensive but 
smaller than 
the gingival 
seat used in 
proximal 
portion of 
cavity in 
region of gin- 
gival seat; B, 
plate coex- 
tensive but 
smaller than 
occlusal out- 
line of cavity 
used in oc- 
clusal part of 
cavity; C, | 
triangular- || 
shaped plates 
used at Ca- 
vosurface 
angles; D, 
gingival seat 
plate placed’ 
on amalgam; 
E, occlusal 
plate placed 
on amalgam; | 
F,triangular- 
shaped plates 
placed in 
region of 
cavosurface 
angle, onl 
deep enoug 
to permit 
smallamount 
of amalgam 
to be packed 
over them. 
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the cavity. 

Cutting of Reinforcing Material— 
The cutting of the reinforcing plates 
is a simple procedure after a little 
practice. Selecting a silver strip of the 
proper width simplifies it. Many of 
the plates can be cut with a pair of 
snips; others are roughed out with a 
carborundum disc or stone. The be- 
ginner usually encounters difficulty in 
attempting to make the plates fit the 
cavity too closely. This takes too much 
time and is entirely unnecessary. The 
plates must be considerably smaller 
than the cavity; this gives plenty of 


leeway in roughing out or cutting the. 


plates. It is preferable to have the 
plates too small rather than too large. 
4. The reinforcing plates should be 
ready before the amalgam is mixed. 
5. After the operator has begun to 
pack the amalgam in the cavity and is 
ready to place the reinforcing plate, 
he picks it up with a foil carrier and 
presses the plate into the amalgam. 
6. With a gold foil mallet and blunt 
instrument the plate is tapped well 
into the amalgam. This operation 
takes only a few seconds. 
7. Once the reinforcing plate is in 
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position, the amalgam is immediately 
packed over it. 


Technique for Simple 

Cavities 

Let us suppose that a simple buccal 
or occlusal cavity (Figs. 3 and 4) is 
to be restored. 

1. The cavity is prepared in the 
usual manner. 

2. From the end of one of the strips 
of sterling silver a plate is fashioned 
which loosely corresponds to the cav- 
ity outline. | 

3. The cavity is packed with amal- 
gam, any standard technique being 
used, until it is about two-thirds filled. 

4. The silver plate is placed on the 
amalgam, and with a mallet and in- 
strument, it is gently tapped until it 
is approximately in the center of the 
cavity. 

5. Amalgam is packed over the 
plate until the cavity is completely 
filled, and the restoration is finished 
in the usual manner. A cross section 
of the complete restoration would 
show a silver plate completely embed- 
ded or surrounded by amalgam. 


Technique for Compound 

Cavities 

In the case of compound cavities 
(Fig. 5) a different procedure is used: 

1. Three differently shaped plates 
are used: (1) A plate coextensive but 
smaller than the gingival seat is used 
in the proximal portion of the cavity 
in the region of the gingival seat 
(Fig. 5, A). (2) A plate coextensive but 
smaller than the occlusal outline of 


the cavity is used in the occlusal part 


of the cavity (Fig. 5, B). (3) Tri- 
angular-shaped plates are used at the 
cavosurface angles (Fig. 5, C). The 
function of these plates is as follows: 
The plate at the gingival seat is to 
prevent distortion of the amalgam in 
that area. The occlusal plate is to 
give the completed restoration trans- 
verse strength so as to prevent frac- 
ture and also to prevent distortion of 
the amalgam. The triangular-shaped 
plates are used to prevent shearing of 
the cavosurface angles and also to 
prevent distortion. 

2. When a mesio-occlusal cavity is 
prepared, these plates are cut as 
shown in the diagram. 

3. With the matrix adjusted, amal- 
gam is well packed over the gingival 
seat. 
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Fig.6 —Prep- 
aration of 
M-O-D cav- 
ity. Occlusal 
plate cut to 
exiend into 
both mesial 
and distal 
portions of 
cavity; that 
| is. occlusal 
plate corre- 
sponds in 
outline to 
cavity. 


4. The gingival seat plate is placed 
on the amalgam (Fig. 5, D), and tap- 
ped well against the gingival seat. 

5. Amalgam is immediately packed 
over it and the remainder of the cav- 
ity until about two thirds of the oc- 
clusal portion has been packed. 

6. The occlusal plate is placed on 
the amalgam (Fig. 5, E) and tapped 
with a mallet and blunt instrument 


until it is approximately in the center — 


of the occlusal portion of the cavity. 

7. Amalgam is immediately packed 
cver it and completely fills the cavity. 

8. The triangular-shaped plates are 
placed in the region of the cavosur- 
face angle and only deep enough to 
permit a small amount of amalgam to 
be packed over them (Fig. 5, F). 

9. When set the amalgam restora- 
tion is finished in the usual manner. 

Should any part of the sterling sil- 
ver plate be exposed on the restora- 
tion by carving, no harm will be done 
except that the silver will discolor a 
little more than the amalgam. 

10. There is a difference in the re- 
inforcing plates in a mesio-occlusal- 
distal cavity in that the occlusal plate 
must be cut so that it will extend into 
both mesial and distal portions of the 
cavity (Fig. 6). In other words the oc- 
clusal plate must correspond in out- 
line to that of the cavity. 


Comments 

1. All cavosurface angle plates are 
triangular in shape and can be cut 
in that shape with heavy scissors or 
snips. The same holds true of the gin- 
gival seat plates. The occlusal plates, 
however, must be roughed out witha 
stone or carborundum disc. 

2. It must be borne in mind that the 
sterling silver plates are placed into 
the amalgam for two reasons: first, to 
prevent the distortion of amalgam by 
the action of heat, and second, to 
supply the strength necessary to pre- 
vent the fracture of the amalgam un- 
der masticating forces. 

3. Laboratory tests show that the 
transverse strength of reinforced 
amalgam is from five to six times that 
of plain amalgam. This brings the 
transverse strength of reinforced 
amalgam to almost that of cast gold. 
These tests likewise show that plain 
amalgam will flow twice as much as 
the reinforced amalgam. 


Conclusion 

In the technique described the ster- 
ling silver plates or reinforcing ele- 
ment provide the necessary strength 
stability that the restoration must 
possess; and the amalgam seals the 
cavity, giving the restoration its 
contour. 
1134 West State Street. 
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THERE IS a great gulf between the attitude 
toward general anesthesia as expressed by 
Doctor Anderson in this issue and the casual- 
ness and nonchalance with which some dentists 
view the subject. Doctor Anderson emphasizes 
that in certain types of extensive surgery in 
the mouth, for nervous patients, and for chil- 
dren particularly, prolonged anesthesia is some- 
times indicated. He points out that a general 
anesthetic for dental surgery must be ad- 
ministered with exactly the same precautions 
as for any other type of surgery. This does not 
mean that hospitalization is indicated in routine 
extractions in healthy persons. 

The casualness mentioned is dramatically 
displayed by the red neon signs that say, 
“Gas” in the offices of advertising dentists. 
People frequently stumble into these offices 
with hypertensive disease; with extensive kid- 
ney disorder; in the throes of acute respiratory 
infection—such patients are put into the dental 
chair and are almost asphyxiated with nitrous 
oxide gas. In many cases the dentist is both 
the operator and the anesthetist, with one eye 
on the patient, the other on the gas machine; 
with one hand on the control lever of the gas 
apparatus, and the other ready to grab the 
forceeps—such a picture is not conducive to 
confidence. Although the worst offenders have 
been the advertisers, others have also been 
guilty. Frequently patients treated by these 
careless dentists do not leave the office alive. 
Others leave the office alive but have been so 


| badly harmed that they die shortly afterward. 


Deaths following the administration of gen- 
eral anesthesia for tooth removal are treated 
as spectacular news by newspapers. If this 
kind of news treatment would incite these 
dentists to improve their technique for the 
administration of a general anesthetic, the 
publicity, although not favorable to the pro- 
fession, would be worth while. 

At one time there were two deterrents that 
kept patients from being hospitalized for gen- 
eral dental anesthesia. First, the cost was 
prohibitive, because each separate bit of service 
meant a separate and often excessive fee. 


Second, the hospital was regarded as a place 
of last resort instead of one of convenience 
and prevention. Now both these attitudes have 
changed. In the Millard Fillmore Hospital in 
Buffalo, New York, a flat rate of five dollars 
covers the cost of the operating room, the gas 
used, and a bed in a ward for recovery. Other 
hospitals throughout the country undoubtedly 
are following this practice. The flat fee for 
other types of medical service is being adopted 
in many hospitals. If the demand for dental 
anesthetic service is sufficient, hospitals will 
very likely be glad to cooperate with dentists 
in working out plans for the convenience of 
the patient and the dentist. 

It is a form of malpractice to place a patient 
in a dental chair without previous physical 
examination, subject him to a general anes- 
thetic, and send him on his way soon after 
recovering consciousness. He may be nauseated 
and perspiring, bleeding and still partly anes- 
thetized. It is true that persons given nitrous 
oxide-oxygen anesthesia, the usual general 
anesthetic agent administered in the dental 
office, do not often have a long and stormy 
recovery stage. Most of them can safely be 
sent home in a short time. There are a few, 
however, who do have postoperative disturb- 
ances and would be better kept in bed for 
several hours or even over-night after the ad- 
ministration of the anesthetic. | 

At one time, ether and chloroform were 
given in the office of the dentist and physician 
for surgical cases. Physicians generally have 
ceased to give general anesthetics of any kind 
in their offices. Dentists still administer nitrous 
oxide-oxygen in their offices. This agent is too 
important an anesthetic in the dental office to 
be placed in disrepute by careless handling. 
Nitrous oxide-oxygen anesthesia has a signifi- 
cant place in dentistry. It should be used with 
the care it deserves. If it is administered in the 
dental office, preoperative care should be given; 
the anesthetic should be given by a trained 
anesthetist, preferably a dentist or physician; 
and provisions should be made for complete 
postoperative recovery. 
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TRANSFERRED INDELIBLE 
PENCIL MARK 
Fig. 1 (top left)—Compound snap impression. Muscle-trim a 
by pulling patient’s cheeks and lips over soft compound. a Ni f 
Indelible pencil line transferred from marking at junction of —~ 
ig. 2 (above )—Stone model of snap impression. 1 
Fig. 3 (top right )—Shellac sheet adapted to snap model. IMPRESSION MA 
Fig. 4 (opposite )—Bite rim built of wax or compound on the . | 
shellac sheet to desired bite opening. Spread a thick mix of "a —_ ae 
impression material on bite rim; cover with strips of thin tin 
foil, and place in patient’s mouth. Bring patient into centric ——— TIN F OIL 
bite and hold until material has set five or six minutes. This 
stabilizes the shellac sheet impression tray. | 
A Rapid and A 
apid an ecurate 
D Techni 
enture I echnidue 
KARL J. HUMPHREYS, D. D. S., Los Angeles 
THE TECHNIQUE TO be described de- 
pends on the type of material used for 
the impressions and the method of 
A applying it. The material consists of 
a liquid made of oil of cloves, balsam 
| Fig. 5 Peru, oil of orange and rosin; and a 
JAX powder composed of zinc oxide, rosin 
TIN FOIL 3 BASEPLATE cid ee and powdered aluminum or other 
IMPRESSION MATERIAL | | coloring.! The powder and liquid are 
IMPRESSION MATERIAL lar materials manufactured under the names 
| of Kelly’s Impression Paste and Ackermann’s 
| 5: Impression Cement, but I am not familiar 
with their formulas and properties. | 
Fig. 5—Trim periphery of the shellac sheet with hot tin 


modeling compound and muscle-trim in 
the mouth. 
Fig. 6—Dry the palatal portion of the shellac base plate 
carefully with compressed air. Line this with a mixture of 


impression material; place in the mouth, and press firmly 

to place. Bring the patient into centric bite and have the 

‘; bite held for five or six minutes until material has set. 

This constitutes an impression and bite. Try the impres- 
AY sion in the mouth a number of times and correct the 


impression if necessary by drying thoroughly, adding 
more impression paste. and reimpressioning. Check the cen- 
tric bite carefully. Ifitis off, cut the bite rim away and retake 

ae : oc as previously. This may be done repeatedly if necessary. 
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AS 


_IMPRESSION MATERIAL 


Fig. 7—Box the impression and run with stone; then_fit 
to model of the opposing teeth. 


Fig. 8—Mount on an articulator; adapt a new shellac sheet 
to the model, and set up the teeth. 


Fig. 9—Teeth, set up and ready for try-in. Check in mouth 
for centric and lateral bites. Some grinding may be done 
at this time, spotting with articulating paper. 


Fig. 10—Dry the palatal portion of try-in; cover the entire 
surface with a mix of Co-Oral-Ite, and press to place in 
the patient’s mouth. Have the patient close in centric 
and hold until material sets. Check centric bite. This 
impression is not replaced on the model. Remove, box-in on 

alatal side; cast stone model; then flask, pack, and cure. 
The occlusion of the finished case is spot-ground to all 
positions in the mouth. 


spatulated together to form a paste 
of about the consistency of soft putty. 


Fig. 
This can be mixed in whatever quan- ™ 


tity is needed for a given operation, 
and sets slowly outside the mouth, al- 
lowing plenty of time for manipula- 
tion. The setting is about five minutes 
in the mouth. There is a slight sting- 
ing sensation from the oil of cloves, 
so the mixes should not be too 
“soupy” and should be well spatu- 
lated. The use of waxed paper mixing 
pads simplifies the procedure as the 
paste is sticky and not easily cleaned 
from glass slabs. Eucalyptol is a sol- 
vent for the material and may be used 
in cleaning spatulas, hands, and so 
on. 

The illustrations show the making 
of a single denture, but the technique 
applies equally well in making upper 
and lower dentures at once, working 


one against the other. Fig. 10 


1307 Medico-Dental Building, 


ig. 7 Fig. 8 
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MOLDED 
BOX 


DENSE PLUGGED GOLD FILLINGS AS EASILY INSERTED AS AMALGAM 


YOU are missing opportunities every day of giving 
patients the benefits of real gold... if you haven’t 
this complete mat gold outfit by Williams. For 
| Williams Mat Gold is the perfect filling material for 
| simple 4-wall cavities of the pit and fissure or gin- 
gival type so commonly encountered. Williams Mat 
Gold fits tightly (and has no weakening cement line) 
...is hard, dense and enduring as the best inlay... 


will not discolor like silver... takes no more time 
than properly inserted amalgam. Of course, patients 
are willing to pay a slight premium for a real gold 
filling -.. yet your cost is only slightly more. 
Special introductory outfit in NEW molded box, 
complete and reasonably priced. Ask your dealer 
or write: Williams Gold Refining Company, Buf- 
falo, N. Y.; San Francisco, Calif.; Fort Erie, N., Ont. 


Nilliams MAT GOLD 


(Please use coupon on page 312) 
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MODEL “B” hockaroog X-RAY UNIT 


IGHT years of intensive research permitted Ritter to offer 
the profession a shockproof X-Ray Unit distinctively dif- 
ferent in design and construction. 


Rapid cooling by air, a poeraiie of all modern tubes, is 

the principle used in the Ritter shockproof X-Ray head which | 
offers no compromise to hinder air circulation or detriment | 
of tube capacity... hence there is no problem to the tube | 
cooling question. This principle is covered by patents for | 
many years to come, meaning protection of your investment. | 


Leading dentists everywhere will tell you... the Ritter Model | 
“B” Shockproof X-Ray Unit forms the basis for efficient and 
economical work, the first fundamental for the building of a 
successful practice. It is most important that such an X-Ray 4 
Unit is at your immediate disposal, enabling you to quickly 7 
and most accurately obtain all radiographic evidence. Such an | 
investment will pay for itself... and, too, you will receive 
periodically the Ritter X-Ray Practice Building Suggestions, 
which will guide you in the presentation of X-Ray Service to 

our patients. Ritter Dental Manufacturing Company, Inc., 
Park, Rochester, N. Y. 
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Quickly Pays for Itself . . . Provides 
7 a Permanent Source of Added Income 
(OF PROGRESS 
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“Tu ERE’S no satisfactory substitute 
for my Kerr Inlay Furnace”. 


That’s what so many successful 
Dentists keep telling us. And it 
must be true. Regardless of materi- 
als or technique, good inlay results 
demand reliable, controllable heat. 


Guessing about heat doesn’t pay. 
Beside, make-shift heating devices 


KERR 


ELECTRIC 


REG. U.S. PAT. OFF, 


chain you to your laboratory. So 
install your Kerr Inlay Furnace, 
keep busy on productive operating 
effort, and get perfect heating 
results every time. 


Designed especially for Dental serv- 
ice ... Three temperature ranges 
Only 81% x 6 x7 inches in size 
but handles three inlay rings as 
easily as one .. . Completely elim- 
inates the wax ... Never overheats 
. « - Costs less than 2c an inlay to 

operate... Uses 110 volts, A. C. or 
D.C. See it at any leading dealer's. 


DETROIT DENTAL MFG., CO. 


laxation. 


132 W. Monroe Street 
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Let Us Do The Worrying 
~ About Your Summer Tour 


Whether you plan for Europe, the Orient, Latin America and any one of the 
beautiful and interesting tours in the United States, we can help you plan your 
itinerary, make complete arrangements for hotel and traveling accommodations, 
and take care of all the details so that you will have perfect enjoyment and re- 


Tell us where you want to go and when, and how long a trip you wish to plan. 
Our thoroughly experienced staff can add greatly to the pleasure and interest of 
your holiday. We will be glad to send you a suggested itinerary and complete 
literature. Arrangements can be planned from any point in the United States. 


FRANCES H. CONANT 
Chicago Travel Headquarters 


Chicago, Illinois 


Comments of 
Participating Dentists 


in Patient Study 


(Continued) 

5. As one of the participating den- 
tists in this dental questionnaire | 
was very much impressed with the 
knowledge possessed by the public. 

This poll emphasized the impor- 
tance of dentists doing more educat- 
ing of people at every opportunity, es- 
pecially on those subjects of which 
the public has an incorrect concep- 
tion. 

We must explain in understandable 
language just how dental decay is 
brought about. The story of pyorrhea 
is known by only a few; charts, x-rays, 
models, and pictures can educate 
much better and faster than word of 
mouth. 

The patient should be made to think 
of extraction of teeth as an operation. 
This will help to elevate the dental 
profession in the eyes of the public. 
Could you get the average physician 
to extract a splinter for one dollar? 
There is no question as to which is the 
more difficult operation. 

On the subject of local anesthetics 
for tooth preparation the poll shows 
that a large part of the public is in 
favor of injection. The dentist should 
perfect his technique for block anes- 
thesia, so that he can satisfy this de- 
mand for painless dentistry. 

Regarding the duration of dental 
restorations, we dentists will avoid 
some embarrassing moments if we will 
explain that devitalized teeth may be- 
come abscessed at any time; that they 
give way; that is, become brittle in 
time, and, therefore, the life of a res- 
toration cannot be foretold. 

In the mouths of some patients den- 
tures give longer service because of 
the quality of the foundation; that is, 
the density of the bone. THE DENTAL 
Dicest has published an illustrated 
chart which patients can understand 
better than spoken or printed words. 
Use it. 

The survey shows that the majority 
realize that teeth have a relationship 
to general health. Do not neglect to 
stress this relationship. Present your 
restorations as a health measure. 


*These are a continuation from last month 
of the comments of the cooperating den ro 
on the s — What Twelve Hundred Patien ’ 
Kn ut Dentistry, the serial pea 
tion of which was in January of 
year and concluded the May issue. 
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Since most of the answers show 

that people realize that tooth paste 
or powder is beneficial only as a 
cleansing agent, we should devote 
enough time to show the patient how 
to use the proper brush, the correct 
way. 
It is said that one picture is worth 
a thousand words. What the eye sees 
the brain will remember much longer 
than what the ear hears. Therefore: 
Dentists should supply themselves 
with pictures, models, roentgeno- 
grams, and charts to explain dentis- 
try to their patients. Dentists owe it 
to themselves and to their patients to 
teach. As has been pointed out, the 
title “doctor” implies that—G. J. 
D.DS., Chicago. 


6. What Twelve Hundred Patients 
Know About Dentistry has been an 
unusual and interesting survey. The 
number of intelligent and reasonable 
answers received proves that many 
laymen are well informed on matters 
pertaining to oral problems. This fact 
should be an incentive to the mem- 
bers of our profession to study thor- 
oughly and understand the modern 
concept of dentistry. 

Many of these questions were gen- 
eral; some on matters controversial; 
others really required opinions for 
each specific case. Despite this, many 
answers would be a credit to dental 
students and I may say, many prac- 
ticing dentists. 

The question, “What do you think 
causes tooth decay?” is rather catchy 
as it leads the patient to think there 
may be a cause and he has tried to 
hit on it. As we know there are many 
causative factors and considerable 
difference of opinion as to which ones 
are most causative. The question as 
stated was well answered. 

Those answers leaving the pro- 
cedure to the judgment of the opera- 
tor (whether or not to use local anes- 
thetic) are a fine expression of confi- 
dence and, of course, patient-attitude 
will be « factor. 

“What is your understanding about 
byorrhea?” Most of the patients un- 
derstood it was a condition affecting 
the supporting tissues, and consider- 
ing the number of etiologic factors, 
gave cr: ditable answers. 

In th» question, “How long do you 
expect c.-ntal work that has been done 
to last?’ I believe the “conditional” 


GUCCESSFUL ANALGESIA 


with THE OHIO ANALGESOR 


A GREAT PRACTICE BUILDER 


Psychology plays an important role in this 
art and we offer the following suggestions: 


Do not speak of “giving gas” or 
“going to sleep”; instead, refer to 
“Analgesia” and say that it will 
make the patient feel more com- 
fortable. 


Mention that some patients say it 
is enjoyable and have compared it 
to a cocktail without after effects; 
still further, it is a sure cure for 
that tired feeling. Explain that the 
patient controls the amount of 
Analgesia by compressing the bulb 
and if it is operated just right you 
think no pain will be felt; in fact, 
Analgesia is usually considered a 
pleasant experience. 


State that to get the best results 
the bulb should be compressed in 
rhythm with each inhalation and 


that the patient should breathe 
normally through the nose. Em- 
phasize that only air will be 
breathed unless the bulb is com- 
pressed. Refer to the gas only as 
“N20” or “Nitrous Oxid” and ex- 
plain that it has no unpleasant 
odor. 


Spray a little Lavoris or any pleas- 


ant deodorant into the nasal in- — 


haler and then wipe out with 
gauze before placing in position. 
This will eliminate any unpleasant 
smell of rubber. 


Never ask the patient, “Do you 
feel pain?” but instead take it for 
granted that there is none. After 
the work is accomplished, ask the 
patient, “How do you like Anal- 
gesia?”’ 


The Ohio Analgesor is proving to be a 
great success and a great practice builder. 


Model 188 (with Stand) $70. 


Model 186 (with Foot Ring) $60. 


Less cylinder and gas. F. O. B. branch nearest you. 


THE OHIO CHEMICAL & MANUFACTURING COMPANY 


BRANCHES IN ALL PRINCIPAL CITIES 


Name 
Address 
OBTAINABLE THROUGH SUPPLY HOUSES HANDLING OHIO GASES 


THE OHIO CHEMICAL & MFG. CO. 
Please send me: 


1177 Marquette St., Cleveland, Ohio 


(] Opinions of Dentists and Statements of Patients. 
(] Authoritative Articles on Analgesia. [| Information on The Ohio Analgesor. 


My dealer is 


(Or please use coupon on page 312) 


DD 637 


IDEAL FOR THE GENERAL 
PRACTITIONER AND THE MAN WHO 
SPECIALIZES 


Dental Oral Surgery really offers a postgraduate course in textbook 
form. It describes in complete detail the invaluable technique of the 
author, Doctor Wilton W. Cogswell. This is a book for the progressive 
man; it is ideal for both the general practitioner and the man who 
specializes. The price is $10. Order your copy at once. 


THE DENTAL DIGEST 


1005 Liberty Ave. 


Pittsburgh, Pa. 


June 1937 
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The physical characteristics and the rich 
golden color of NEY-ORO A-10 are winning a host of friends for this new 
member of the long established Ney-Oro ‘‘A series’’ of specific inlay golds. 
Its proportional limit (23,000 lbs. per sq. in.), its ultimate tensile strength 
(52,000 lbs. per sq. in.), its elongation (34%), its Brinell hardness (90) and 
its melting range (1640°-1740° F.) are the figures that evidence the facts. 
The qualities of NEY-ORO A-10 make it easy to use, the price makes it 
easy to buy, and the results will make it a favorite with you from your 
very first casting. 


MEDIUM HARDNESS 
HIGH BURNISHABILITY 
IDEAL INLAY STRENGTH RICH GOLDEN COLOR 
SOUND CASTINGS COSTS ONLY $1.80 PER DWT. 


Ney-Oro A-10 is supplied exclusively in the new, convenient, keystone nugget. 
GUARANTEED TO COMPLY WITH A.D.A. SPECIFICATION NO. 5 FOR MEDIUM INLAY GOLDS 


The J. M. NEY G. 


Established 1812 
HARTFORD, CONN. 


EASY TO MELT 
SHARP MARGINS 


CHICAGO, ILL. 


MORE 
ELASTIC 


MORE 
ACCURATE 


LEE S. SMITH & SON MFG CO., 7325 PENN AVE., PITTSBURGH, PA. 
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and “variable” answers could be con- 
sidered as springing from the same 
general. understanding and couid be 
classified in the same group. This un- 
derstanding of limitations is a healthy 
attitude. 

Certainly most of the answers to 
“What relation do teeth have to gen- 
eral health?” were reasonable as al- 
most all understood there was a close 
relationship. 

Some of the misunderstanding ex- 
pressed on, “Do you think of extrac- 
tion of a tooth in the same way as you 
do an operation?” is our fault. Our 
attitude has been too casual; possibly 
we have not been impressed with the 
seriousness of what we are doing when 
we extract teeth. Extraction of a tooth 
is a definite, highly specialized sur- 
gical operation, and, of course, this 
fact must first be understood and ap- 
preciated by the operator. 

Too much is expected from tooth- 
pastes, but here again, is a fine point: 
the importance of how it is to be used. 

Patients apparently have a better 
sense of appreciation of the necessity 
for care of the “first” teeth than do 
the dentists. 

The comments on crooked teeth and 
poorly developed jaws are interesting 
and satisfactory. 

Answers to questions on causes of 
need for artificial teeth on the whole 
are reasonable and good and the next 
part of the question, whether it is just 
one of those things that come with 
age, was well answered. . 

This survey proves that the layman 
is becoming better informed and that 
he is thinking in reasonable terms of 
cause and effect; that he appreciates 
some of our limitations despite the 
fact that many dentists lead him to 
believe dental restorations last for- 
ever, and he understands the variable 
factors that determine the life of our 
restorative efforts. 

Let us make every effort at least to 
be better informed than the average 
layman.—L. I. D.D.S., Fargo, 
North Dakota. 


7. After having read and studied 
the patient survey, the question pre- 
sents itself, “What are we going to 
do?” 

Nero fiddled while Rome burned 
and we have been doing a lot of fid- 
dling while the children and people 
of our country are losing their lives 
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ESTIMATED 800,000,000 
CARIOUS TEETH— Active or 
Restored 


ALLIES IN WAR 
AGAINST 
DENTAL CARIES 


Estimates show that there are over 
\- 800,000,000 carious teeth, active and 
restored, in the United States. The Amer- 

™* ican Dental Association states that in 
Chicago, for instance, 96.4%, in St. Louis, 94.1%, 
and in New York, 90% to 97% of the school chil- 
dren have one or more carious teeth. 

No wonder doctors, dentists and nurses join 
hands in the war against caries. The task of pre- 
vention evolves on all. For, as the Journal of the 
American Medical Association pointed out in Oc- 


tober of 1933: 


“According to the White House Conference on 
Child Health and Protection, studies more spe- 
cifically directed toward the control of dental 
caries have recently emphasized that active caries 
should be definitely regarded as indicative of 
dietary deficiencies.” 


Of the principal tooth building and nourishing 
essentials—calcium, phosphorus and Vitamin D— 
the latter is by all odds the scarcest. Just how 


forming essentials, as well as to aid in protecting the 
mother against the withdrawal of minerals from her 
own teeth and bones to supply her baby. 

This need for Vitamin D continues throughout 
the years of growth—in fact, throughout life—for 
always there is the need to maintain the dental and 
osseous structures. 

Yet few foods contain Vitamin D, and sunlightis often 
too weakened by smoke, mist, clouds, clothing and 
even window glass to afford a dependable supply. 
Hence, supplementary sources are definitely indicated. 

The Wisconsin Alumni Research Foundation licenses 
the following dependable sources of Vitamin D effect 
under the Steenbock Irradiation Process: 

Viosterol and Viosterol products produced under 
the Steenbock patents by Abbott, Mead Johnson, 
Parke-Davis, Squibb and Winthrop. 

Irradiated Evaporated Milk—available in every 

part of the United States and Canada 


much of the damage results from insufficient 72" he war agains’ = and in many other countries. 


l caries—send 
Vitamin D is not definitely known. But it has coupon fer 


Irradiated Vitamin D fluid milk — 


been demonstrated conclusively many times _t,“VitaminDand —_— now available in most large and many 


that the minerals cannot be utilized properly 
in forming and safeguarding the teeth except 
when enough Vitamin D is present. 

The need for Vitamin D begins even before 
birth, is highly important during the nursing: 
period, to help assure the infant of the tooth- 


WISCONSIN ALUMNI RE 


*A corporation not for private profit . . . founded in 1925 
. to accept and administer, voluntarily, assigned patents 
and patentable scientific discoveries developed at the Uni- 
versity of Wisconsin. By continuous biological assays, the pub- 
lic and professional confidence in accurately standardized Vitamin 
D is maintained. All net avails above operating costs are dedi- 
cated to scientific research. 


the Teeth’’—now. smaller cities. 


Metabolized Vitamin D fluid milk, 
available in nearly 300 cities. 

Other Vitamin-D-enriched foods in- 
clude: Dry milk, Milk Drink Accessory 
Foods, Yeast, Breakfast Cereals, Flour 
and Bread. 


FOUNDATION™ wisconsin 


WISCONSIN ALUMNI RESEARCH. FOUNDATION 
Madison, Wisconsin 


Please send free copy of “‘Vitamin D and the Teeth’’, 
Name, 
Address 
City. State 


DD37 


(Or please use coupon on page 312) 
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N O one is more receptive to progress than 
the dentist, and no one can more accurately 
differentiate between a fictitious advancement 


and a real one. 


Ames research is constant, searching, compe- 
tent. Ames always embodies any improvement 


true science can sponsor. 


That is why more dentists are using Ames 
Cements today than ever before. They have in- 
vestigated. Ames remains. The W. V-B. Ames 


Company, Fremont, Ohio. 


AME S penta 


plus values in Ames Ce- 
ment. Per cementation it 
costs no more than any 
other good cement. 


CEMENTS 


Prophylaxis is a painless, pleasant 
dental experience. Your patients 
will have happy memories, indeed, if 
they leave your office with the re- 
freshing taste of Buffalo Prophylaxis 
Paste in their mouths. 


But Buffalo Prophylaxis Paste is 
much more than a pleasant flavor. It 
is a real cleaner—the only prepared 


HAPPY MEMORIES 


paste made with Buffalo Flour of 
Pumice which has no equal as a 
prophylaxis material. 


Buffalo Prophylaxis Paste is of just 
the right consistency; it works fast 
without splattering, and does a 
thorough job. Economical, too. The 
large glass jar costs only one dollar 
at your dealer’s. 


BUFFALO DENTAL MFG. CO., BUFFALO, N.Y. 


The Dental Digest 


You pay nothing for the 


and health and respect for our pro- 
fession, and more dentists are _ oing 
on the C.O.D. lists for want of < sys- 
tematic and effective educationa pro- 
gram. 

When one considers that thi: sur- 
vey was made by men over the : oun- 
try who are interested in this work 
and by patients who have com:¢ toa 
dental office, it is understood th: t the 
answers were from a rather weil in- 
formed class of patients; and then, 
when one considers that only about 
20 per cent of the people ever appear 
in an ethical dental office, just what 
must the other 80 per cent know? 
Many of the answers suggest that the 
information has been given patients 
by ethical dentists at some time or 
other. Who tells the other 80 per cent? 
It must be the advertising dentist and 
manufacturer, if they are told. In fact, 
even many of these answers suggest 
this. 

I have been aware of this condition 
for a number of years because I have 
been doing health work for two dec- 
ades, never on a salary or expense ac- 
count; all I have done has been be- 
cause I like it. For the last few years 
I have been in touch with most of the 
health departments and health pro- 
grams in America, and a great num- 
ber of foreign countries and I know 
the careless and ineffective way that 
many of these health programs are 
conducted; by politics, selfishness, 
and graft. Those that are conducted 
sincerely lack funds with which to 
work. 

As a rule in health work, the weak- 
est men in the dental profession, with 
poor personalities are found, because 
they are the only kind health projects 
can afford to pay. What impression 
are such men going to have on 
school teachers and children? A great 
deal of this work has been carried on 
in the schools and a child forms his 
likes and dislikes of people quickly. 

Suppose we should do this: pool all 
our funds; hire the finest publicity 
experts in the world, and allow the 
trades people to contribute. We could 
then change conditions in a short 
time. But, of course, the SUPER-ETHICAL 
would say, “No.” 

The trades people want business; 
the dentists want patients, and the 
patients want health. Public health 
shouldbe our main purpose and how 
that desirable thing is accomplished. 
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TELEPHONE MESSAGE, smiling and 
grateful, instead -of a complaining, dis- 
comforting visit from your patient. What 
better tribute to your own care in adminis- 
tering local anesthetic solutions ... and to 


modern local anesthesia with Novocain with 
Cobefrin. 


And, this modern solution offers you other 


advantages not possessed by the average an- 
esthetic. Clinical use throughout the world 


gives indisputable evidence that it greatly 
improves patient-comfort during injections 
and operations. 


Dentists using Novocain with Cobefrin re- 


C 


port that they could never revert to the use 
of ordinary solutions. Those interested in 
alkaline solutions, find that the use of the 


Alkalinizing Cartridge System accentuates its — 


advantages. 


Specify a box of Novocain with Cobefrin, 
either ‘Cook or R. B. Waite, on your next 
order. If you are already using it, investigate 
the Special Alkalinizing Packages. 


COOK LABORATORIES, INC. 
THE ANTIDOLOR MFG. COMPANY, INC. 
170 VARICK STREET NEW YORK, N. Y. 
Laboratories: Rensselaer & Springville, N. Y. 


die System 


NOVOCAIN ~~ COBEFRIN 


Novocolr, Reg. U.S. Pat. Off., Winthrop Chemical Company, Inc., Brand of Procaine HCI. Cobefrin, Reg. U.S. Pat. Off., Winthrop Chemical Company, Inc., Brand of Nordefrin. 
Alkalinizing Cartridge System, U. S. and Canedion Patents Applied For. 
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ANNOUNCING 
THE NEW 


AUTOMATIC 
CENTRIC BITE RELATOR 


Pat. Appld. For 


This appliance is simple, saves time, is 
easy to use and positively assures 


A TRUE CENTRIC 
BALANCED BITE 


This device combines the use of the Gothic 
Arch Tracing, and a simple automatic 
method which always assures centric in 
locking the trial plates. 

True Centric is obtained by having a 
center bearing pin which can be adjusted 
horizontally when the mandible is re- 
truded, so that it will contact the base of 
an inclined plane on a transverse offset in 
the bearing plate. 

From this point if centric is established, 
any tracing of the mandible must be 
backward on the inclined plane. 

In this manner Centric can be definitely 
determined without a Gothic Arch Tracing, 
but if lateral movements are made with 
the mandible from this point, the Arch 
will always be traced. 

When closing to lock the trial plates, 


the inclined plane will guide the bite, . 


Automatically to the True Centric, in the 
same manner that anatomical teeth find 
Centric Occlusion. 

The Relator can be used with any 
method you now use in taking the bite, 
but a simplified technique, fully illus- 
trated, is supplied with each set. 


THE BITE IS ALWAYS RIGHT WITH 
THE RELATOR 


FREE TRIAL: That you may 
have an opportunity to prove for 
yourself how you can solve all your 
bite problems, we will send out the 
FIRST 1000 SETS on 20 days 
APPROVAL. 

Made up in all stainless steel, with 
parts to mount two cases. Price 
$5.00. Send card with dealers name, 

- or Coupon page 312. 


Dento-Profile Scale Co., 
Fond du Lac, Wisconsin 
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no one can honestly criticize. The 
Bureau of Public Relations does thisin 
a way, but why not do this openly and 
in a big way? People reason very 
poorly. There is so much said about 
milk, bread, a number of different 
medicines, and tooth paste that the 
average person believes that to use 
one of these is sufficient to in- 
sure good health and good teeth. 
The public should know that the 
obedience to one or two rules of health 
does not suffice to produce normal 
tissues or to keep them normal. All the 
rules of right living must be intelli- 
gently obeyed to get the desired re- 
sults and they should be taught these 
rules by the medical and dental pro- 
fession or by someone who represents 
them, in plain and unadulterated lan- 
guage. It makes no difference who 
gives the money to do it, if it gets 
results and the only way this can be 
done is by employing experts. 

I could write all day on the different 
sponsors of health programs through- 
out the country, and some have well 
known men connected with them. 
Suffice it to say, that one, making a 
fine splurge for the chewing gum peo- 
ple, has some prominent professional 
men assisting in the program. An- 
other is supported by a popular mouth 
wash and there are some prominent 
men on this list, and that is all right,. 
There is good in all those things. 

I believe that these men are all sin- 
cere in their desire to help humanity 
and dentistry and are doing the best 
they can with the means available, 
but why not get together and hire the 
finest publicity experts in the coun- 
try, and put on an effective and sys- 
tematic program and repeat and re- 
peat and repeat as any business firm 
would do. There is not much to say if 
it is said in the right way. This is what 
any business firm would do and re- 
gardless of whether the profession 
likes it or not, people are taught to 
think in terms of practical business 
methods and billions of dollars are 
being spent to bring this about and 
we cannot change it. They know noth- 
ing about our ethics. 

I have found that the trades peo- 
ple generally are over and above 
board and sincere in wanting to pro- 
mote dentistry because they know it 
will eventually help them and that is 
the way we all feel. They do not try to 
horn in, any more than do the den- 
tists. A few years ago I was chairman 
of the health committee of the state 


New Light 


- + « on the oldest problem 
(and the most bothersome) 
in Prosthetic Dentistry 


After all, the main problem in denture 
work, now, as always, is that of avoiding 
misfit... of making a denture that will 
perform properly, remain in place, and 
give the patient no discomfort. A perfect 
impression of the soft mouth tissues, 
taken at the right time, goes far toward 
correcting mechanical errors and insuring 
complete satisfaction of the patient. 


The corrected impression shown above 
was made with Dr. Kelly’s Impression 
Paste after the last use of the articulator, 
with tissues in balance, not subject to 
undesired compression. 

Helpful in every case; with the difficult 
ones, such as lowers for flabby ridges, 
partials and cases needing finely adjusted 
relief, ‘“Kelly’s Paste” is invaluable! 
If you have never tried it, why not do 
so? At dealers, $2.50 (or about 12c to 
15c per impression), Your satisfaction 
guaranteed by Kelly-Burroughs Labor- 
atory, Inc., 143 N. Wabash Ave., Chicago, 
Ill. 


Two forms: original powder- 
and-liquid type, or ready-mixed 
in tubes, package $2.50 in U.S.A. 


KELLY 
PASTE: 
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(Please use coupon on page 312) 
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CASTLE STERILIZERS 


A modern Castle Sterilizer is a sure way to 
give your patients quick proof of up-to-date 
and careful technique.ee The new model is so 
different, and yet it is the biggest equipment 
for the least money.ee Start your office mod- 
ernization this way.ee And remember a Castle 
is leak-proof because it is CAST IN BRONZE 
... and it is “Full-Automatic”. ee Write for 
“Modern Sterilization”: Wilmot Castle Com- 
pany, 1109 University Ave., Rochester, N.Y. 


— 50 Years of Quality Leadership — 


(Please use coupon on page 312) 


For Better 
Silicate 


Restorations 


Lee S. Smith & Son Mfg. Co. 


7325 Penn Ave. Pittsburgh, Pa. 
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society. We promoted a pr gram 
which brought into the state a: :an to 
demonstrate and lecture to th dep- 
tists and schools at a fee of about 
$50.00 per day and expenses. ! ie has 
given clinics before our state ociety 
and other state societies severa times 
and has been president of his st::te so- 
ciety. He is an all around gooc man, 
This man when he was in our state, 
getting this fee, demonstrat:d his 
tooth brush and tooth paste and sold 
a great number to the Portland 
schools and dentists. He was in my of- 
fice trying to sell me and asked me 
not to say that he was here fcr that 
purpose. I am not complaining about 
this. I say it is all right if it is done 
in the open and not at the expense 
of the profession. I have sold material 
to the dental profession; why say it 
is wrong for the other fellow? Let us 
come out in the open. We will feel 
much better and the people will re- 
spect us much more. 

Every dental society has a program 
hatched up hurriedly, with little 
money, by some of its members. They 
are trying to do the best they can 
with their knowledge and means. 
These poorly arranged programs often 
do more harm than good and they are 
doing more to lose our good standing 
with schools and school people of the 
country than anything else. A great 
many schools today are sick and tired 
of dental health programs of this type 
and will not tolerate them in the 
schools. 

A cooperative program of this kind 
would not be different from the 
method we are now using, but more 
effective. 

I am familiar with the work of the 
Research Commission of the Ameri- 
can Dental Association and it has 
been helpful considering the money 
and the support it has. I am also fa- 
miliar with the Bureau of Public Re- 
lations. I have supplied them with a 
great deal of material at no cost to the 
association and the beneficial circle 
idea is splendid; in my opinion, it is 
in the right direction, but why not all 
get behind it? They have a great deal 
of material but no effective way of dis- 
tribution. I am familiar with the Den- 
tal Health Educational Committee's 
work. I have met with this committee 
and have been on their programs sev- 
eral times. They are all sincere and 
serious but they are poorly paid and 
lack the means to carry out the work. 
In my opinion, all these conditions 
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OILANTE 


Place it on the moistened toothbrush or in a glass of water, and 
instantly Vince releases nascent oxygen. Into crevices inaccessible 
to the toothbrush, this oxygen penetrates, cleansing, deodorizing, 
disinfecting. Potent as an antiseptic—yet mild and harmless when 
properly used as a dentifrice, mouthwash and gargle. Vince is 
effectively employed in Vincent’s infection of the mouth and throat, 
in tonsillitis, gingivitis and other infections. Vince is available in 
tins of 2, 5 and 16 ounces. A trial supply gladly sent on request. 


BEYGEN-LIGBERATING ANTISEPTIC 


(Please use coupon on page 312) 


Please write on your letterhead. 


| VINCE LABORATORIES, INC. 
|| 121 West 18th Street, New York City 
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ANOTHER 
LEE SMITH SPECIAL 


For a limited time there will be available special offers on Lee 
Smith Certified Alloy in combination with a specially ground 
glass mortar and pestle. 


Offer No. 1—One five ounce bottle of Lee Smith Certified Alloy 
with mortar and pestle at $7.75. You buy the alloy at the regular 
five ounce rate and pay only twenty-five cents for the mortar 
and pestle. 


Offer No. 2—Two five ounce bottles of Lee Smith Certified 
Alloy with mortar and pestle at $14.20. You buy the alloy at the 
regular ten ounce rate and receive the mortar and pestle FREE. 


Offer No. 3—Four five ounce bottles of Lee Smith Certified 
Alloy with mortar and pestle at $27.00. You buy the alloy at the 
twenty ounce rate of only $1.35 per ounce and receive the mortar 
and pestle FREE. 


See your dealer or use the coupon on page 313. 


LEE S. SMITH & SON MFG. CO. 


7325 Penn Ave. Pittsburgh, Pa. 


The coupons on pages 312-313 are for 
your convenience in writing 


to advertisers 


— 


EPENDABILITY - To do what is expected 

and NEVER fail - such is true dependa- 
bility. .. and that requires a margin of safety 
to allow for extra stresses of emergency. No 
wonder we hear dentists say 


No dentist ever regrets using 


SILTEX DENTSTONES 


The fast cutting, true running, dependable, mounted points 
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could be corrected in a short whi'e and 
we could revolutionize the pcople’s 
idea of dentistry and help the centa) 
profession and the public more than 
we now realize. About the only in- 
formation that most of the public has 
cn health is from advertising dentists 
and manufacturers. Some of the an- 
swers in the survey suggest this. These 
people have brains enough and money 
enough to hire advertising men to 
put a program on for them. They do 
not depend on some dentist who is 
willing to work for a poor salary to 
promote the thing that brings them 
bread and butter. Our only fight 
against it has been to try and make 
laws and rules to control them. In 
Oregon, we led in this work and paid 
thousands of dollars to lawyers and 
dentists. Today, we have more adver- 
tisers than we have ever had and they 
are doing two or three times as much 
advertising. From my survey they are 
doing a better business than they ever 
have. I can look out of my window 
across the street, see a large sign sug- 
gesting painless dentistry, and 
through the window I can see a half 
dozen people working all the time. In 
the same block is another advertiser 
with a sign that covers the whole 
front of the building. I can listen to 
radio programs, almost any hour of 
the day, and read dental advertise- 
ments in most of the daily papers. I 
know these people are all busier than 
they have been previously. You can- 
not legislate to make people good. 
We tried this in prohibition, but peo- 
ple are inclined to do the right thing. 
It is only a question of letting them 
know what is best for them and best 
for all concerned. A good clean pub- 
licity campaign would do more to cor- 
rect the advertiser and the “ethical” 
advertiser (the man who works the 
churches, lodges and newspapers for 
all the free advertising he can get) 
than all other things put together. 

I can speak from experience here. I 
once lived in a place where a nation- 
ally known advertising dentist put in 
a large office and there were several 
other advertisers in that small town. 
Frankly, they were doing the work 
and the ethical man sat around. We 
initiated a publicity campaign and the 
nationally known advertiser moved 
out in a short while and he told me, 
at that time, it was the only place he 
had started an office and had to move. 
We did not fight him, but we made it 
so red-hot for honest dentistry and 
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There can be 
no compromi 
with 


Tue FORMULA from which Squibb Dental Cream is 
made is the result of years of scientific research and 
tepresents the best that can be offered for the daily 
cate of the teeth. 

Squibb Dental Cream is a safe, effective and pleas- 
antly flavored dentifrice for the daily care of the 
mouth. It has high cleansing and polishing properties 
—yet contains no grit or irritating substances. It will, 
therefore, not scratch enamel or injure the most deli- 
cate tissues of the mouth. 


Squibb Tooth Powder was developed with but one 
primary object in view—the preparation of a powder 
as safe and effective as Squibb Dental Cream for those 
who prefer powder. Like Squibb Dental Cream it con- 
tains a safe and effective neutralizing agent. 

We shall be pleased to send you a complimentary 
package of Squibb Dental Cream and Squibb Tooth 
Powder for your personal use. Send your professional 
card to The Dental Division, E. R. Squibb & Sons, 
745 Fifth Avenue, New York City. 


POWDER 
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HE DENTIST (a 
Copper engraving by ~ 

Lucas van Leyden 
(1523.) The wife of the 
dentist may be seen pick- 
ing the purse of the patient. 
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MODERN DENTISTS FIND 


ANACIN 


dependable for the relief of pain 

and discomfort due to instru- 

mentation and extraction. 


Our free monthly Anacin service 
is available to the profession | 
on request. 


THE ANACIN COMPANY 
Jersey City, New Jersey 


(Please use coupon on page 313) 


DENTAL DIGEST BINDERS 


OUR file of The Dental Digest is invaluable for 

reference purpose. Preserve the copies by 

placing them in a Dental Digest binder. The 
binders are beautifully bound in green or blue imita- 
tion leather and when the complete volume is con- 
tained therein, it makes a reference book equal to any 
you now have in your library. The price for the binder 
is $2.50. Specify whether green or blue binder is 
desired. 


| THE DENTAL DIGEST 


1005 Liberty Avenue Pittsburgh, Pa. 
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then allowed the people to chose the 
kind of dentistry they want: d ang 
they preferred ours. That tow1. today 
is one of the best dental towns in the 
state. They have no advertises and 
one of the biggest advertisers «t that 
time is now the president of the loca} 
society and one of the others is now or 
has been the secretary. 

I have spoken frankly, possi ly too 
frankly, but I am not looking for q 
position, an expense account or an 
office. The dental profession does not 
owe me anything, and I owe it for two 
decades of pleasant work and associa- 
tion. It is not the intention of this 
article to criticize or condemn any- 
one; rather to praise. We have done 
our best in trying to work with what 
we have and lack of training at one 
of the hardest jobs in the world, 
namely: making people take care of 
their health and teeth, a job that is 
disagreeable and one they hate so 
much and we have been forced to use 
ox-cart methods in an automobile age, 
I do believe this is the most important 
thing in our profession today, and I 
am grateful for an opportunity to as- 
sist in any way I can.—Davr B. Hu, 
D.DS., Salem, Oregon. 
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Electrode used in pyorrhea treatment. 


I have had several inquiries Te 
garding the type of electrode that I 
use in pyorrhea treatment by electro- 
incision. The operative technique was 
described in the March 1937, issue of 
Tue Digest. The electrode is 2 fine, 
curved needle point which is mallet 
than the area to be operatec upon 
—E. CuHapman, D.DS., Minne polis. 
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